A study on trauma documentation in accident and emergency attendance records CY Law , TW Wong , CC Lau Aim: To study the adequacy of trauma documentation in accident and emergency (A&E) attendance records.
Introduction
Since the introduction of the trauma team in our hospital (Pamela Youde Nethersole Eastern Hospital, Hong Kong), various aspects of our trauma care have been examined in trauma audit meetings. A trauma registry was established in January 1999. The database derives some of its data from the accident and emergency (A&E) attendance records.
This study was designed to examine the adequacy of trauma documentation in A&E attendance records with reference to the teaching of the Advanced Trauma Life Support (ATLS) course. The performance of emergency medicine trainees in trauma documentation was examined. Deficiencies were identified and ways for future improvement were explored.
Methods
This was a retrospective study on the adequacy of trauma documentation in A&E attendance records of all major trauma patients who were managed in the resuscitation room by the trauma team. We reviewed all these records during the periods of January 1999 to June 1999 and July 2001 to December 2001. The A&E attendance record was designed for general-purpose use (Figure 1 ). The first page includes patient particulars, preformatted spaces and blanks for vital signs and triage notes to be filled in by nursing staff. The second page contains a blank space. Attending A&E doctors write free narrative history, physical findings and enter drawings here. Other trauma team members, including anaesthetists, general and orthopaedic surgeons, use separate progress sheets for their own documentation. In this study we solely examined the adequacy of A&E attendance records.
A 38-point checklist, including pre-hospital information, history, physical findings, preliminary investigations and management, was used to score the adequacy of completion of the attendance records (Table 1) . 1 The items were selected with reference to the Advanced Trauma Life Support c o u r s e . It e m s a d d re s s i n g b i o m e c h a n i c s a n d environmental factors of the injury were added. Four main categories of mechanism of injury, including motor vehicle accident, pedestrian injury, motorcyclist or cyclist injury and fall injury, were studied ( Table 2 ). For instance, 16 additional items were scored for injuries resulting from motor vehicle a c c i d e n t s . T h e s e a d d i t i o n a l i t e m s m i g h t b e important for predicting the severity of injury and might be essential for injury epidemiological study.
Presence or absence of the items in the records was scored as 1 or 0, respectively. The summation of the individual scores generated a total documentation score for a particular record. The percentage of positive documentation for each individual item was also calculated. Documentation scores of emergency medicine trainees and non-emergency medicine trainees were also compared. The documentation score for 1999 was compared with that of 2001 by using a two-sample unpaired t-test, with p < 0.05 as significance level. Chi-square test was used to compare the rate of documentation of each individual item, with significance level at p < 0.05.
Results
The total number of records reviewed was 128. There were 46 cases from January 1999 to June 1999 and Table 3 .
The maximum score was 38 for A&E attendance record documentation. Full scores for items in the primary and secondary survey were 16 and 19, respectively. The mean documentation score in 2001 was 23.27.
It was significantly better than the score of 20.37 in 1999 (p < 0.05). There was significant improvement in both primary and secondary survey scores between 1999 and 2001, as shown in Table 4 .
Documentation scores according to different mechanisms of injury are shown in Table 5 . The scores were low for all groups. The overall rate of documentation for biomechanics and environmental factors of injury was less than 30%. The best score was from the fall injury group and the rate of documentation was 45.75%.
The rate of A&E documentation of each item is listed in Table 6 . The documentation rates for on-site vital signs and treatment in 2001 and 1999 were 17.0% t-test p = 0.051 p = 0.80 p = 0.24 *p = 0.98 p < 0.05 as significance level *Non-parametric Mann-Whitney U-test and 4.3%, respectively. Of the 15 items which were preformatted in the A&E attendance record, 11 had a greater than 80% documentation rate. On the other hand, for the remaining 23 items which depended on narrative documentation, only five had a greater than 80% documentation rate.
The documentation rates for certain items had significantly improved in 2001 as compared with those of 1999. Most of these items were narrative documentation charted by emergency physicians. Time of last meal, condition of peripheral perfusion and examination findings of mouth, genitalia and vagina had a less than 10% documentation rate.
Emergency medicine trainees attended 95% of the trauma cases in 2001. The documentation score for them in 2001 was significantly better than that of 1999. However, non-emergency medicine trainees did not show significant improvement in their trauma documentation ( Table 7) .
Discussion
Injury has become the most important cause of death and disability for the first half of the human lifespan. 2, 3 Emergency departments have an important role in injury management and prevention. The emergency department has been identified as an important site for injury surveillance. 4 Data collected from the trauma registry in the emergency department could shed light on trends for injury pattern. It could also provide information for evaluating preventive measures. Thus, Despite the fact that improvement in trauma documentation scores were proven to be statistically significant, the improvement was still far from satisfactory, especially for pre-hospital care data, information on biomechanics and environmental factors of injury. The documentation rates for these items were low. There are two possible explanations. First, these items were not preformatted on the attendance record and might have been overlooked. 5, 6 Second, some information might not be available at all. The ambulance record, which might contain adequate information about the event, might not be available. On many occasions, the ambulance crew do not know all the details about the mechanism of the injury that are needed for the record. Good communication with and proper education of the ambulance crew are keys for improving the quality of pre-hospital information. If the ambulance report could be structured in such a way as to include all the basic information in a preformatted trauma sheet, documentation rates might be much improved.
In our study, preformatted items had a higher documentation rate than that of narrative ones. Similar findings have been shown in previous studies. 7 The use of a standardised form has been shown to improve documentation in major trauma. In order to improve trauma documentation and to lessen the burden on emergency physicians, a well-designed trauma documentation form should serve this purpose effectively. 8 There are some limitations to our study. It was relatively easy to score the preformatted data. One score was given for a filled space and zero for an empty space. However, an empty space could mean either the test or procedure was not performed or staff forgot to record the result. Furthermore, scoring the narrative data was even more difficult. Presence of related words, phrases or drawings of the item was regarded as positive. The quality of the narrative documentation was difficult to evaluate. In order to avoid bias, explicit criteria for accurate scoring should be prospectively designed. Independent assessors should be involved in the scoring process.
Conclusion
Our study showed that trauma documentation was inadequate in our A&E attendance records. Despite the fact that there had been some improvement since 1999, trauma documentation was still far from satisfactory, particularly in areas of pre-hospital care, biomechanics and environmental factors of injury. To improve the quality of our trauma documentation, a carefully designed preformatted trauma form may help.
